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Abstract
One point that emerges from qualitative research on religion and bipolar disorder (BD) is
the problem patients with BD experience in distinguishing between genuine religious
experiences and hyper-religiosity. However, clinical practice does not obviously address
communication about differences in explanatory models for illness experiences. The aim
of the current study is first to estimate the frequencies of different types of explanations
(medical versus religious) for experiences perceived as religious and related to BD,
second to explore how these types relate to diagnosis and religiousness, and third to
explore the frequency of expectation of treatment for religiosity. In total, 196 adult
patients at a specialist outpatient center for BD in the Netherlands completed a question-
naire consisting of seven types of explanations for religious experiences and several items
on religiousness. Of the participants who had had religious experiences (66%), 46%
viewed the experiences as ‘part of spiritual development’ and 42% as ‘both spiritual and
pathological,’ 31% reported ‘keeping distance from such experiences,’ and 15% viewed
them as ‘only pathological.’ Measures of religiousness were positively associated with
‘part of spiritual development’ and negatively associated with ‘keeping distance from the
experiences’ and ‘only pathological.’ Half of the sample viewed religiosity as an impor-
tant topic in treatment. It can be hypothesized that strength of religiousness may help
people to integrate destabilizing experiences related to BD into their spiritual develop-
ment. However, the ambiguity of strong religious involvement in BD necessitates careful
exploration of the subject in clinical practice.
Keywords Explanatorymodels . Religious/spiritual experiences . Bipolar disorder .
Religiousness
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Introduction
Religion and Serious Mental Illness
Religion has been reported to play an important role in coping with serious mental illness and
can serve as a positive source for recovery for many patients with such a condition (Huguelet
et al. 2016; Koenig 2009; Mohr et al. 2012). Religion is likely to sustain hope, a positive sense
of self, comfort, meaning of life, enjoyment of life, love, and compassion (Mohr et al. 2006).
Furthermore, religion has the capacity to bring together in meaningful coherence existential
opposites such as longing and loss, good and evil, or the experienced presence and absence of
God in life (Muthert 2007; Zuidgeest 2001).
The role religion plays in relation to mental health can be ambiguous. Increased religiosity
can be a sign of religious coping with the symptoms of the illness (Tepper et al. 2001) but
might be an indication of the severity of psychosis as well (Abdel Gawad et al. 2017; Getz
et al. 2001). Those studies included patients with various diagnoses, not just bipolar disorder
(BD). Other studies point to both beneficial and harmful aspects of religion for people with
serious mental illness (Koenig 2009; Mohr et al. 2006, Mohr et al. 2012).
Studies that examine the relation between religiousness and BD in particular, are scarce,
heterogeneous in design, and show mixed results. They usually investigate relations between
religious variables and symptoms of BD (Azorin et al. 2013; Huguelet et al. 2016; Stroppa and
Moreira Almeida 2013; Stroppa et al. 2018), measures of well-being or quality of life
(Huguelet et al. 2016; Stroppa and Moreira Almeida 2013; Stroppa et al. 2018), or measures
of resilience (Mizuno et al. 2018). The current study is focused not on the relation between
health outcomes and religious variables in BD but on explanations of particular experiences
related to this illness, namely, on experiences that patients perceive as religious or spiritual.
From a medical point of view, however, such experiences can be seen as pathological.
Religious Experiences and BD
In regard to the relation between religious experiences and BD, only two studies are available,
as far as the authors know. They were conducted in a predominantly Christian context
(Gallemore et al. 1969; Kroll and Sheehan 1989) and described a higher incidence of religious
experiences in a group of patients with BD compared to a healthy control group or the general
population. In the study of Gallemore and colleagues (1969), the prevalence of a single
conversion or salvation experience in 62 persons with a diagnosis of an affective disorder
was 52%, against 20% in the control group with a similar religious background. In four cases,
the conversion could be related to mood elation in the structured interview assessing religious-
ness. In the interview, conversion experiences were interpreted as experiences of a
(re)dedication to religious life with a subsequent dedication to a “better life” (Gallemore
et al. 1969, p. 485). Jerome Kroll and William Sheehan (1989), reported an incidence of
55% of ‘personal religious experiences’ during a manic episode versus 35% of the general
population having ‘personal religious experiences’ in a subsample (n = 11) with BD of a larger
inpatient group.
Ouwehand et al. (2018, 2019a) found that the occurrence of specific self-reported religious
or spiritual experiences of persons with BD did not differ much from frequencies of comparable
experiences in the general population. However, these experiences occurred significantly more
often in persons with bipolar I disorder (BD I) than with bipolar II disorder (BD II) and were
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reported as occurring more often during mania than not. This study was conducted in a highly
secularized context, and the reported types of experiences were not directly comparable with the
religious experiences in the American context of the above-mentioned studies.
Clinical Practice: Attention for Various Interpretations
In clinical practice, a clear demarcation line between genuine religiosity and pathology often
cannot be drawn. Distinguishing between hyper-religiosity and genuine spirituality is a
concern for patients (Michalak et al. 2006; Ouwehand et al. 2019b). They view hyper-
religiosity as excessive religious practice during (hypo) mania, or as being deluded about
the truth of their religious experiences during mania (Michalak et al. 2006). This makes them
uncertain how to view their own religiosity. The distinction between genuine religiosity and
pathology can be problematic for mental health professionals as well (Bassett et al. 2015). The
latter are not always adequately equipped to address religious or spiritual problems of patients
(Fulford and Sadler 2011) or do not feel at ease with the topic (Huguelet et al. 2011). Possibly,
mental health professionals tend to interpret these experiences as related to psychiatric illness.
Conflict related to views on illness experiences in BD between professionals and patients can
impair treatment (Mitchell and Romans 2003; Stroppa and Moreira-Almeida 2013).
Anthropologically informed studies can shed light on patients’ perspectives on illness and
recovery. Medical anthropology coined the term ‘explanatory models’ for mental illness
(Kleinman 1988). Explanatory models refer to notions about illness and healing held by the
persons who are engaged in the clinical process (patients, family, and medical professionals) as
well as to views on illness and health in society (Kleinman 1988). Explanatory models point to
how patients perceive, express, and cope with symptoms of their illness and to how practi-
tioners interpret their patients’ complaints within their theoretical model of pathology. Medical
anthropology holds the view that mental illnesses are not natural ‘givens’ but stand in a
dialectical relationship to personal experience and to prevailing views on illness and treatment
in health-care systems in societies (Helman 2001; Kleinman 1988).
The current study intends to explore relationships between various types of explanations,
diagnoses, and religious characteristics of participants. These types of explanations are part of
the broader concept of explanatory models Kleinman uses. They refer to whether participants
evaluated their experiences related to BD in retrospect as belonging to genuine spirituality,
pathology, or both. Religion, seen as part of the larger culture people live in (Geertz 1973;
Taves 2009), provides spiritual healing practices, rooted in beliefs, as an alternative healing
system to the biomedical approach predominant in mental health care (Hoffer & Hoenders
2010, Hoffer 2012). In Western, secularized countries, a transformation of religion is taking
place (Possamai 2005; Van de Donk and Plum 2006) from institutional, tradition-oriented
religion toward new forms of individualized, experience-oriented spirituality. Concepts such as
‘well-being,’ ‘health,’ and ‘spiritual growth’ are inherently part of the cultural vocabulary of
these new spiritualities (Possamai 2005).
Religiousness is a multi-dimensional construct that can be measured in various ways.
Because of the changing meaning the concepts ‘religion’ and ‘spirituality’ have in
modern society, recent sociological research often measures people’s self-understanding
as religious or spiritual in addition to other religious variables such as affiliation and
practice (Barker 2008; Bernts and Berghuijs 2016; Possamai 2005; Streib and Hood
2016). We will follow this approach in the current study. This leads to a fourfold
typology of groups: neither religious nor spiritual, only religious, only spiritual, and
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religious and spiritual. In Western secularizing societies, an increasing number of people
understand themselves as being ‘only spiritual.’ This group does not identify with any
religious tradition and considers the experiential aspect of religion as highly important.
However, the group ‘religious and spiritual’ is the largest both in Europe and in the
United States (Barker 2008; Lipka and Gecewicz 2017).
The current study first estimates frequencies of various explanations of religious experi-
ences from the patient’s perspective in a Dutch specialized outpatient center for people with
BD. Do patients predominantly view such experiences as pathological, religious, or both? Do
they have doubts about their significance or do they keep their distance from such experiences?
A second aim of the study pertains to the relationship between types of explanations of
religious experiences on the one hand and religious variables and diagnoses on the other.
Third, treatment expectations are explored. With whom do participants communicate about
their religious experiences, and do they find addressing such experiences or religiosity during
treatment important or not?
The qualitative study (Ouwehand et al. 2019b) from which the types-of-explanation items
in the current study were derived showed a variety of explanations and reactions to religious
experiences related to illness episodes. A majority of the respondents endorsed mixed medical
and religious explanatory models for their experiences. Spiritual growth or deepening of faith
was a theme in 21 of the 34 interviews in the qualitative study. However, uncertainty about the
significance of their experiences and keeping distance from religious experiences or from
religiosity in general were mentioned as themes during depression as well.
Methods
Sample
The study was conducted at a specialist outpatient center for BD of Altrecht Mental Health
Care in Utrecht, the Netherlands, in 2017. The study was approved by the Regional Medical
Ethical Committee of the University Medical Centre Groningen (METc2014.475) and the
Scientific Committee of Altrecht Mental Health Care (2016-40/oz1620).
Research Procedure
Recruitment was conducted by therapists after patients had first been informed by letter.
Written informed consent was provided by all participants. Because of the complexity
of the subject, a research assistant supported participants in filling out the questionnaire
when necessary, such as when Dutch was not the mother tongue. Included were adults
aged 18 to 65 who met the criteria of the Diagnostic and Statistical Manual of Mental
Disorders (5th ed.; DSM-5; American Psychiatric Association 2013) for BD II, BD I,
or bipolar disorder not otherwise specified, cyclothymia, or schizoaffective disorder
bipolar type. The therapist provided the essential diagnostic information pertaining to
type and severity of the disorder. The latter was assessed with the Clinical Global
Impression for Bipolar Disorder (CGI-BP; Spearing et al. 1997). Patients were not
included if they were incapable of filling out the questionnaire (e.g., due to their mental
condition). Therapists noted the reasons for nonparticipation when participants did not
agree to participate.
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Questionnaire
A new questionnaire was constructed for the study because no questionnaire with explanatory
models related to religious experiences in BD was available. The questionnaire was based on
the results of a former qualitative study on religious or spiritual experiences in BD (Ouwehand
et al. 2018, 2019b). Included were items on types of explanations of religious experiences
related to illness episodes (see Table 3), items on communication and treatment expectations,
socio-demographic items, and a range of items to assess religiosity. Results related to the
content of religious experiences were published elsewhere (Ouwehand et al. 2018, Ouwehand
et al. 2019a); see Appendix 1.
Eleven participants in the previous qualitative study tested the questionnaire for completeness
and comprehensibility. A short version of the questionnaire was developed alongside the standard
version to include as many patients as possible in cases where there was no specific interest in
religion, or people did not havemuch time. The short versionwas offered in the current study only in
second instance. The aim of the short version was to include the relevant items to estimate the
prevalence of different types of religious experiences and their perceived lasting influence
(Ouwehand et al. 2019a, b). However, no items about different explanatory models were included.
The short version took 5–7min to fill out and was included in the analysis for the current study only
for estimation of communication and treatment expectations.
Variables
Explanations of religious experiences For the current study, we intended to explore the
frequencies of medical, religious, and mixed types of interpretation, uncertainty about how to
interpret the experiences, and the reaction of keeping distance from religious experiences or
religiosity in general. Seven items were included to assess different types of explanations (see
Table 2). They followed the initial remark, ‘Looking back at the religious/spiritual experiences
I had during mania and depression, I think…’ For every question, the response categories were
‘yes,’ ‘no,’ or ‘I don’t know.’
Communication and treatment expectations The multiple-choice question, ‘With whom
did you speak about these experiences?’ could be answered in the following ways: ‘no one,’
‘family,’ ‘friends,’ ‘peers,’ ‘psychiatrist,’ ‘psychologist,’ ‘nurse or case manager,’ ‘another
professional,’ ‘alternative therapist,’ ‘clergy,’ ‘hospital chaplain.’ Variables were computed for
each category and were categorized (yes/no) into the groups ‘private’ for family and friends,
‘mental health-care professionals’ for the four psychiatric professions, and ‘clergy’ for clergy
members and hospital chaplains. Treatment expectations were assessed with an item on the
importance of addressing religious experience in treatment (participants with religious expe-
riences) and an item on the importance of addressing faith/spirituality in general in treatment
(total sample), both measured on a 5-point Likert scale ranging from not important at all to
very important.
Demographic and diagnostic variables Demographic variables included gender, age, marital
status, and level of education. Therapists provided the DSM-5 diagnosis and filled in the scores
of the CGI-BP (Spearing et al. 1997). Response categories were 1 = not ill, 2 = borderline
mentally ill, 3 =mildly ill, 4 =moderately ill, 5 =markedly ill, 6 = severely ill, 7 = extremely ill.
Severity of the illness is assessed separately for mania, depression, and overall illness.
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Religiosity Several instruments were used to assess religiosity. This was done in order to meet
the multidimensionality of the concept religiosity.
Two questions about self-definition as ‘religious’ or ‘spiritual’ were used: (a) ‘Do you consider
yourself a religious person?’ (b) ‘Do you consider yourself a spiritual person?’ Variables were
computed to attain a fourfold religious and spiritual (R/S) typology (yes/no): ‘neither religious nor
spiritual,’ ‘only religious,’ ‘only spiritual,’ ‘religious and spiritual’ (Barker 2008; Berghuijs et al.
2013; Casey 2013; Lipka and Gecewicz 2017; Streib and Hood 2016).
The Duke University Religion Index (DUREL) was also used. This is a five-item measure
of religious involvement that includes two items on organizational and nonorganizational
religious activity and three items on intrinsic religiosity, scaled from 1 (absolutely true) to 5
(absolutely not true). Evidence in support of the reliability and validity of the measure can be
found in Koenig and Büssing (2010) but was not available for the Dutch version. Therefore,
two existing Dutch translations were back-translated by a certified translator, and this back-
translation was compared by the translator and the researchers (Appendix 2). A variable with
the summation scores of the three items of the DUREL on intrinsic religiosity was constructed
(Cronbach’s alpha 0.85) as an indication of religious salience.
The ten-item version of the Brief Religious Coping Questionnaire (RCOPE; Pargament
1999) was included in the relation between religious coping and depression, as in a Dutch
study by Braam et al. (2010). It consists of five positive religious coping and five negative
religious coping items, scaled from 1 (never) to 4 (very often). As in the study by Braam et al.
(2010), in the first item of the negative RCOPE, ‘I think about how my life is part of a larger
religious force,’ ‘religious force’ was replaced in the translated versions with ‘higher all-
embracing entity’ to meet the more secularized Dutch context compared to the American
version. Internal consistency of the Dutch version of the positive RCOPE items was sufficient
(Cronbach’s alpha = 0.87). The consistency of the negative RCOPE was marginal (Cronbach’s
alpha = 0.61), but it became acceptable after omitting item 8: ‘I try to make sense of the
situation and decide what to do without relying on God’ (Cronbach’s alpha = 0.74). A four-
item negative RCOPE scale was used in the analysis. Although there is some doubt as to
whether the brief RCOPE meets the religious profile of individuals in secularized populations
(Hvidtjørn et al. 2014; Körver 2013), we used the brief RCOPE because it is used frequently in
the literature.
Statistical Procedure
Descriptive statistics were used for the description of frequencies of the seven types of
explanations and items on communication and treatment expectations. A principal component
analysis was conducted for the seven types of explanation of religious experiences in illness
episodes to get an impression of the possible underlying patterns. Spearman’s correlation tests
were used to estimate correlations between these seven explanations and religious variables.
Because of multiple comparisons, the α level of significance was determined to be .010. A
table presenting the interrelatedness of religious variables is available upon request. Chi-square
tests were performed to explore the distribution of the occurrence of various types of
explanation across BD I and BD II, excluding participants with the diagnosis bipolar disorder
not otherwise specified, cyclothymia, and schizoaffective disorder bipolar type, because of
small numbers. Statistical analyses were performed with version 22 of the Statistical Package
for the Social Sciences.
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Results
Patients’ General Characteristics
During the measurement period of the study, the Altrecht Outpatient Department for BD
counted 705 patients, of whom 518 patients actually visited the department. The net response
rate was 38%: 196 participants (181 standard version, 15 short version). Reasons for non-
response were not obtained from all non-responding patients. However, 69 questionnaires
were returned that included the reason(s) for not participating in the study (40% not interested,
16% keeping distance from such experiences, 15% other worries, 10% tired of research, 7%
too busy, 13% other reasons).
Themean agewas 46 (SD12.8); 60%werewomen; 52%weremarried or cohabitating; and 70%
had a diagnosis of BD I, 26%BD II, and 5%BDnot otherwise specified. Those characteristics were
similar to characteristics of the total patient population of the Altrecht Outpatient Department for BD
(mean age 47, SD 12.4; 56% women; 73% BD I, 20% BD II, and 7% other diagnoses). Only the
marital status was higher in the sample (52%) than in the total department patient population (37%).
The participants’ educational level was high: 53% had finished university or higher vocational
education. This is not assessed in the total patient population of the Altrecht Outpatient Department
for BD. For mania, the CGI-BP-value was ≤3 for 99.5% of the sample; 90% had values ≤3 for
depression; and 79% had values ≤3 for BD in general. A score of ≤3 means that the therapist
involved estimated the severity of BD as ‘not ill’ to ‘mildly ill.’
Religious Characteristics
The religious characteristics of the sample are presented in Table 1. Institutional religiousness
had decreased among participants since their youth: 29% were not from a religious home
originally, whereas 52% marked they had no religious affiliation at the time of the study. About
a quarter of the sample practiced their faith or spirituality regularly, and 39% considered faith
and/or spirituality (very) important. Religious coping rates were not very high, and negative
religious coping scores were even lower than positive religious coping scores.
Frequencies of Various Types of Explanations of Religious Experiences
Table 2 shows the frequencies of the various types of explanations of R/S experiences of
participants who had had such experiences. The explanations ‘Such experiences belong to my
spiritual development, have deepened my faith’ (46%) and ‘both religious/and pathological’
(42%) scored highest.
Principal component analysis with varimax rotation of the seven types of explanations
pointed to a two-factor solution, with 54% of variance explained (see Table 3). The first factor
(Eigenvalue 2.4) pertained to a view of the experiences as pathological (versus spiritual)
related to keeping distance from the experiences or religiosity in general (items 1, 3, 5, and 7 in
Table 2). The second factor (Eigenvalue 1.3) referred to an interpretation that accepted both
explanations simultaneously or at least expressed more ambiguity toward the experiences
(items 2, 4, and 6 in Table 2).
Associations between types of explanations, religious variables, and diagnosis.
Table 4 presents the results of the associations between various explanations of religious and
spiritual experiences and religious self-definition, religious practice, and intrinsic religiosity
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(DUREL) and positive and negative religious coping (RCOPE). The most pronounced association
was found for positive religious coping in relation to the explanation ‘spiritual development’ (r = .55).
The ‘religious and spiritual’ self-definition group and all other religious variables were significantly
positively related to the explanation ‘spiritual development.’ The ‘neither religious nor spiritual’ self-
definition group was significantly negatively related to this type of explanation. The ‘religious and
Table 1 Sample religious characteristics of a Dutch bipolar outpatient department
Sample
Self-definition n = 179
Religious nor spiritual 28%
Only religious 9%
Only spiritual 28%
Religious and spiritual 35%
Original religious affiliation n = 181
Roman Catholic 34%
Protestant 30%
Other or unclear affiliation 3%
Islam 4%
No affiliation 29%







Religious salience/coping n = 179
DUREL 1. Private practice daily 28%
Mean (range 1–6) 2.8 SD 1.9
2. Public practice ≥weekly 16%
≥monthly 26%
Mean (range 1–6) 2.5 SD 1.6
Intrinsic religiosity summated Mean (range 1–6) 2.8 SD .93
RCOPE Pos., summated Mean (range 1–4) 1.8 SD .77
RCOPE Neg., summated Mean (range 1–4) 1.3 SD .49
DUREL Duke University Religion Index, RCOPE Brief Religious Coping Questionnaire. Only present religious
affiliation was included in the short version of the questionnaire
Table 2 Frequencies of types of explanations of religious and spiritual experiences during illness episodes of
bipolar disorder in a Dutch bipolar outpatient sample






1. They belong to my spiritual development, have deepened my faith 125 46 38 16
2. Such experiences have both religious/spiritual and pathological (‘ill’) features 124 42 33 25
3. I keep my distance from such experiences 121 31 53 16
4. I am not sure whether they are authentic (‘real’) religious experiences or
belong to bipolar disorder
125 30 53 17
5. Such experiences belong exclusively to my illness 123 15 63 22
6. Such experiences are in fact a sign of spiritual crisis or crisis of faith 124 10 70 20
7. It is better for me to keep distance from faith or spirituality altogether because
such experiences originate from my illness
124 4 81 15
1 Includes participants who reported they had had religious or spiritual experiences during illness episodes
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spiritual’ self-definition group and all other religious variables except for negative religious coping
were significantly negatively related to the explanation ‘only pathological.’ No significant associa-
tions were found in the chi-square analyses of various types of explanation across BD I and II (results
not shown).
Communication About Religious Experiences and Treatment Expectations
Participants who had had religious experiences communicated with friends (53%) and family
(51%) and with professionals in mental health care: psychiatrists (30%), psychologists (24%),
nurses or case managers (18%), or other professionals (6%). Communication with other
patients (14%), clergy (12%), hospital chaplains (6%), and alternative therapists (6%) was
limited, and 6% communicated with no one about their experiences. Looking at different
groups the participants communicated with, it was found that 71% spoke about their religious
experiences in the private sphere, 48% with a mental health professional, and 16% with clergy
(in or outside the hospital).
Secondly, we explored treatment expectations. Of the total sample, 50% of the participants
considered it very or somewhat important to address religiosity in treatment. This was 60% for
the group with religious experiences and 29% for the group without such experiences. Of the
participants who had had religious experiences, 56% considered it very or somewhat important
to discuss such experiences in treatment.
Discussion
The current study aimed at describing the prevalence of types of explanations of religious
experiences in BD in an outpatient sample and the association of these explanations with
religious variables. It explored who patients communicate with about such experiences and
their treatment expectations in regard to religiosity.
In the current study, almost half of the participants considered the religious experiences they
had had during illness episodes as part of their spiritual development. The view that such
experiences have both religious and pathological features was advocated by almost half of the
Table 3 Factor analysis of types of interpretation of religious and spiritual experiences in a Dutch outpatient




1. Spiritual development −.75 .31
2.Uncertainty about significance .35 .60
3. Distance toward experiences .78 .19
4. Both spiritual and pathological −.03 .76
5. Only pathological .77 −.01
6. Spiritual crisis −.06 .69
7. Distance from religiosity in general because of the experiences .54 .33
Note. Extraction method: principal component analysis. Rotation method: varimax with Kaiser normalization
(rotation converged in three iterations)
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sample as well. In particular, higher scores on positive religious coping as well as on religious
practice and intrinsic religiosity were significantly associated with the view that religious
experiences in illness episodes were part of participants’ spiritual development or of deepening
faith. On the other hand, religious variables were inversely related to the view that the
experiences were only pathological and should be avoided. The findings in the current study
suggest the hypothesis that religious practice, intrinsic religiosity, and positive religious coping
may help people to integrate destabilizing experiences related to BD into their life story and
spiritual development. However, about one-third of participants with religious experiences
kept their distance from such experiences or were uncertain whether they were authentic or
belonged to BD.
Huguelet et al. (2016) assessed the subjective importance of religion and spirituality and
found a much higher prevalence of what they called ‘essential spirituality’ in the patient group
with a diagnosis of schizophrenia (41%) compared to BD (6%). Measured in their study was
religious affiliation, private/public practice, importance in daily life, and religion or spirituality
as a provider of meaning to life. Huguelet and colleagues explain the differences in outcomes
for schizophrenia and BD by mood swings, characteristic of BD. Although measured
differently, the findings of the current study suggest a higher subjective importance of
religiosity for patients with BD compared to the aforementioned study. Huguelet et al.
(2010) reported a positive association of religious explanatory models for illness experiences
with the importance of the subjective dimension of religion for persons with schizophrenia or
schizoaffective disorder. This was the same result as in our study for BD.
The ambiguity regarding strong religious involvement due to its relation with mood swings
and development of BD over time may be the reason for uncertainty and keeping distance
from the experiences for about one-third of the sample in the current study. The explorative
factor analysis of the various types of interpretation point to a factor implying a view of
religious experiences as pathological (versus spiritual) and a second factor implying an
interpretation accepting both explanations simultaneously or at least having more ambiguity
toward the experiences. These findings call for careful exploration in clinical practice of the
various aspects of religiosity and their impact on people’s lives.
Of the participants with religious experiences, 71% shared them in the private environment
and almost half shared them with mental health professionals. Of the total sample, 50% viewed
religiosity in general as an important topic to address in treatment. In a qualitative study
preceding the current one (Ouwehand et al. 2019b), it was found that not all participants
expected mental health care professionals to be equipped to address the issue. To find
significance for their often impressive religious experiences, participants sought alternative
(spiritual) therapy and training and literature on the Internet, along with standard treatment.
These religious or spiritual explanatory models for religious experiences often address exis-
tential questions and questions about the meaning of the illness due to their more holistic
approach toward healing compared to regular mental health care (Hoffer 2012). Hoenders et al.
(2006) reported that 42% of the patients of a Dutch outpatient center for mental health used
complementary or alternative medicine. Kilbourne et al. (2007) described a wide range of
usage of alternative healing approaches in an American sample with bipolar disorder, includ-
ing prayer/spiritual healing (54%), and meditation/relaxation exercises (53%).
The literature confirms our finding that a number of the patients considered religiosity as
relevant to their mental health problems and treatment (Baetz et al. 2004; Fitchett et al. 1997;
Pieper and Van Uden 2005). In the study by Brett (2010) of ‘anomalous experiences’ in
diagnosed and undiagnosed groups, it was found that perceived social support was one of the
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protective factors against experienced distress and that it contributed to a benign outcome.
Pieper and Van Uden (2005) reported that only one-quarter of Dutch outpatients with mental
health problems judged a parish priest or minister more capable of dealing with problems that
were related to religion or worldview compared to mental health professionals. In the current
study, 12% of the participating outpatients with religious experiences had actually communi-
cated with clergy in a parish or congregation. This is in line with broader secularizing
tendencies toward the decreasing importance of institutional religion.
In view of the finding that mental health professionals are important communicating
partners for at least half of the patients with respect to religious experiences and religiosity
in general, the topic deserves more attention in clinical education. This conclusion is in line
with the resolution on religious, religion-based, and/or religion-derived prejudice adopted by
the American Psychological Association in 2008 and with the World Psychiatric Association
position statement on religion and spirituality in 2017. However, the debate on ethical
challenges to implement these position statements in clinical practice and the development
of professional competencies and guidelines are still in the initial phase (Braam 2017;
Gonsiorek et al. 2009; Vogel et al. 2013).
High religious involvement in serious mental illness could be a sign of religious coping. In
a Canadian study (Baetz et al. 2006), it was found that higher scores on spiritual values (e.g.,
search for meaning, giving strength, understanding life’s difficulties) were associated with
higher odds of having current and past depression and mania. The explanation of Baetz and
colleagues for this finding was that the association might reflect the use of religious coping
when faced with life difficulties such as mental disorders. Mohr et al. (2006) reported religious
coping as a specific way to deal with delusions and hallucinations in 11% of the participants
with schizophrenia in their study. It also could be argued that, in a broad sense, religious
language provides more appropriate expression options for psychotic experiences than medical
language and that religion offers explanatory models that enhance the patient’s value as a
human being and their perspective on a hopeful future.
In the sample of this study, 63% considered themselves as ‘only spiritual’ or ‘religious and
spiritual’ versus 31% in the general population (Bernts and Berghuijs 2016). The high
involvement in religiosity in the current study can be due to self-selection bias (more
religiously interested participants applying than agnostics or atheists). Another explanation
could be that high involvement in religiosity is a consequence of the experiences participants
had had, especially during mania, which could lead to a religious quest for their significance
(Ouwehand et al. 2019b) and therefore to more religious involvement. Especially in forms of
new spirituality, ‘spiritual experiences’ and ‘spiritual growth’ are important issues (De Hart
2011; Heelas et al. 2005) and might provide explanatory models for the religious experiences
related to BD.
Conclusions
Almost half of the persons with religious experiences in the current study viewed these
experiences as part of their spiritual development or as both pathological and spiritual.
Uncertainty and distancing from the experiences was present in about one-third of this group
and point to ambiguity about the experiences, possibly due to their relation with mood swings.
Positive religious coping and religious salience were positively associated with the view that
religious experiences related to illness episodes in BD are part of spiritual development or
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deepening of faith and were negatively associated with the view that such experiences should
be seen as only pathological. Levels of religiousness of persons with BD were higher than in
the general population and may be a consequence of the search for significance of religious
experiences related to mania but could also be a sign of religious coping with the illness.
Findings of the current explorative study may contribute to further hypothesis-building
concerning the direction of the relation between religious explanatory models for illness-
related experiences and various aspects of religion. Religiosity is viewed as an important topic
in treatment by half of the patients with bipolar disorder. In-depth exploration of various
religious aspects and their impact on patients’ lives is advisable in clinical treatment.
Limitations
An effort was made to include as many participants as possible, especially persons who had
little or no affinity with religiosity and religious experiences. However, the high level of
religious involvement of participants in the study may be a sign of self-selection bias; the
actual percentage of persons with religious or spiritual experiences may be lower than
estimated in the current study (66%). However, this limitation pertains less to the analyses
of the explanatory models of religious and spiritual experiences because the items assessing
them were only filled out by participants who reported having had religious experiences.
The current sample was not entirely representative of the Dutch population with regard to
religious affiliation. Only a few strictly orthodox and evangelical Christians were part of the
sample, and none or only a very few people were from ethnic minorities. Those groups are
difficult to engage in research (King et al. 2006), and they are probably also underrepresented
in the specialist outpatient center for BD of the present study.
Explanations of psychotic experiences are transient over time (Huguelet et al. 2010; Larsen
2004) and in the case of BD are related to mood swings and development of the illness
(Ouwehand et al. 2019a). The findings in the current study are a reflection of participants’
explanations at a certain point in time and should be interpreted in the context of an ongoing
interpretation process.
The low scores on the Brief RCOPE in Dutch studies (Braam et al. 2010; Körver 2013; and
the current study) indicate that the items of the RCOPE do not fit the present religious self-
understanding in a secularized society. In a Danish study (n = 1800), between 71% and 98% of
respondents stated that they did not use the coping strategies of the Brief RCOPE at all in crisis
situations. (Hvidtjørn et al. 2014). We obviated this limitation by using various religious
measures to give an indication of the religiousness of the sample.
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Appendices
Appendix 1: Questions About Religious and Spiritual Experiences (Ouwehand et al.
2019a)
Have you ever had…
1. An intense experience of happiness, love, peace, beauty, or freedom?
2. An experience of meaningful synchronicity? An experience of extraordinary meaning in everything, an
experience that everything has a special value. Nothing is coincidental. Everything you see or experience
seems meaningfully synchronous?
3. An intense experience of unity in your life?
4. The feeling of having a mission in or for the world?
5. An intense experience of the presence of the Divine, of God, or Light?
6. Have you ever experienced a period in which spirituality or faith was completely absent?
7. Have you ever had a sudden profound spiritual insight or a sudden revelation or a vision?
8. Have you ever experienced a period of complete absence of the Divine, God, or Light?
9. Have you ever seen a religious or spiritual apparition?
9a. Of whom? (More answers possible)
A benevolent spiritual being
An evil spiritual being
10. The feeling of being an important religious person?
11. Have you ever heard a divine voice speaking to you?
11a. Of whom? (More answers possible)
A benevolent spiritual being
An evil spiritual being
12. Have you ever had any other religious or spiritual experiences than those mentioned above?
Could you describe this experience?
Appendix 2: Items of the DUREL (Koenig and Büssing 2010)
DUREL Koenig and Büssing 2010, English Current study, Dutch
1 How often do you attend church or other
religious meetings?1
Hoe vaak gaat u naar de kerk of andere
religieuze/spirituele bijeenkomsten (bijv. voor
een dienst, gesprek, meditatie of gebed)?
2 How often do you spend time in private religious
activities, such as prayer, meditation, or Bible
study?2
Hoe vaak besteedt u tijd aan religieuze/spirituele
privé activiteiten, zoals bidden, meditatie of
studie?
3 In my life, I experience the presence of the Divine
(i.e., God).
Ik ervaar de aanwezigheid van God/het heilige in
mijn leven.
4 My religious beliefs are what really lie behind my
whole approach to life.3
Mijn geloof/levensbeschouwing is wat werkelijk
ten grondslag ligt aan mijn hele levenshouding.
5 I try hard to carry my religion4 into all other
aspects of my life.
Ik doe mijn best om mijn
geloof/levensbeschouwing mee te dragen in alle
andere aspecten van mijn leven.
1 Spiritual was added (religious/spiritual meetings), and an example was given of such meetings (for example, for
a service or for conversation, meditation, or prayer)
2 The word ‘Bible’ was left out due to the pluralistic religious context of the study. This question was posed before the
question on public attendance because public attendance is lower than private religious practice in the Netherlands
3 The following text was used: My faith/philosophy of life is truly that which lies at the basis of my whole attitude
toward life
4 ‘Faith/philosophy of life’ was used instead of ‘religion’
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